shown by Dr. Trevor and himself 1 before this Section during Dr. Sutherland's presidency. During life the symptoms, among which yawning was prominent, rather suggested tetanus neonatorum. In-spite of the considerable hydrocephalus, the child's head was not enlarged, measuring 13' in. round the base.
Dr. F. PARKES WFBER said that recently he was present at the postmortem examination on an infant whom he had seen several times during life, when it was nearly always in a rigid condition with some retraction of the neck. There had also been auscultatory signs of congenital heart disease. At the necropsy large portions of both cerebral hemispheres were found wanting, the position of the absent portions being represented by cavities filled with cerebrospinal fluid and freely communicating with the lateral ventricles. The first portion of the pulmonary artery was found to be very minute, the blood having been evidently conveyed to the lungs through the aorta and a widely open ductus arteriosus. He hoped the case would be published. In Dr. Sutherland's present case he (Dr. Weber) did not think that the tracings indicated any true Cheyne-Stokes breathing, but only a kind of grouped respirations, without the crescendo movement characteristic of true Cheyne-Stokes breathing.
Dr. SUTHERLAND. in reply, said he brought the case forward as a clinical type of condition which could be recognized during life. There seemed to be certain features which pointed to the condition of cerebral aplasia, and Dr. Rolleston's remarks seemed to confirm this. He was not prepared to give a definite opinion as to the etiology, and possibly different causes might be present in different cases. The brain in the other case he had referred to had been removed for examination, but had been lost. The fontanelle was open in that case-and it usually was-and there was no marked distension of the skull, although there was external hydrocephalus. The bones of the skull got firmly ossified in the ordinary way as the child grew.
[Addendutm.-The infant died a week later, and a condition of external hydrocephalus, with thickened pia-arachnoid and small brain, was found at the necropsy. A detailed report will be given later on.]
Case of Malformation of the Rectum (Complete Absence of the
Post-allantoic Gut and the Proctodaum); Operation; Result.
By H. S. CLOGG, M. S.
Boy, aged 41 years. On April 7, 1908, when 5 days old, he was admitted to the Evelina Hospital. The abdomen was greatly distended; vomiting was frequent; there was entire absence of development of the proctodoaum, without any indication where the bowel terminated. Immediate colostomy in left iliac region performed. He left the hospital on May 5, 1908.
October 10, 1908 (when he was 6 months old): An exploratory operation was performed from the perineal aspect. The bowel ended blindly at the level of the base of the prostate gland, to which it was adherent: it was separated from the prostate and sufficiently mobilized to enable it to be brought to the perineal skin without tension, to which, after opening, it was sutured. To render access easier a portion of the coccyx was removed. In order to mobilize the bowel the peritoneum had to be freely incised, and several resistant peritoneal and connective tissue bands had to be severed. The wound healed satisfactorily without any retraction of the bowel.
December 15, 1908: The colostomy was closed. At the present time the bowel is seen to be united to the skin of the perineum; there is no stenosis nor prolapse; the motions are passed unconsciously; there is complete-absence of sphincteric control.
The case is shown to illustrate (1) the advantages of an immediate primary colostomy over a perineal dissection in cases where the bowel ends at some distance from the perineum, for a deep perineal dissection in an infant, a day or two old, suffering fromn obstruction must be extremely difficult and probably fatal; (2) that in order to establish a perineal anus the bowel must be freely mobilized and brought to the perineal skin without tension, or very troublesome stenosis will result; and (3) the absence of sphincter control which is to be anticipated, since the sphincters are developed from the proctodaeum. In this case there wvere a few fibres in the position of, and having the direction of, the external sphincter muscle, but as a muscle it could not be said to be developed.
DISCUSSION.
Mr. DREW congratulated Mr. Clogg on his brilliant result. The operation was one of great difficulty, especially in a child so young. He questioned whether the result from the patient's point of view was better than an artificial anus (colostomy), as the child had no control over it.
Dr. ERIC PRITCHARD said he knew of a case of total excision of the rectum with artificial anus situated at the position of the coccyx, in which the patient was far more comfortable as regards his daily motions than he had been before the operation. The patient had been provided with a very well adjusted pneumatic plug, which was re-inserted and blown up every morning after the bowels had acted. The difficulty was, that before the plug had been properly adjusted he could not go into society, because the escape of flatus played disconcerting notes on the instrument. He now had comfort, however. For a hospital patient the expense was a consideration, as the plugs were perishable.
Mr. CLOGG replied that colostomy in an adult, when one could choose one's own time and there was no obstruction, could be performed so as to give a fairly satisfactory functional result, and if such could be obtained in a baby, the child would be quite as well off as with a perineal anus. But in a baby 5 days old, suffering from obstruction and a very distended abdomen and thin abdominal walls, it would be very difficult to perform a satisfactory iliac colostomy. If the health of the child permitted, he thought it was one's duty to do a perineal exploratory operation to ascertain the condition, and if possible to form a perineal anus, in the hope that this would be better than an iliac anus. He would see what could be done in the direction indicated by Dr. Pritchard's remarks.
Case of Cerebellar Ataxia. By 0. K. WILLIAMSON, M.D.
H. R., AGED 10 years, was brought to the hospital in April, 1912, on account of tremor of the head. The illness began three and a half years before this, when it was noticed that his hands trembled and that he had lost strength in them. After this a fine tremor was noticed in the head. Since this time he has been, on the whole, less bright mentally. He gets more easily excited than before, is spiteful, and has fits of bad temper, which is abnormal to him. Since the beginning of the illness his sight has been affected and his gait unsteady, and he frequently falls. He improved for a time, but has been worse again of late.
Family history: Mother's sister suffered from fits, otherwise there is no history of nervous diseases. In-patient in January, 1909, under Dr. Coutts. The notes state that there was then no optic neuritis; a pronounced ataxic gait; he staggers, especially to left side; sight bad; speech rather slurring, indistinct ; slight nystagmus on lateral deviation of eyes.
State (April, 1912) : Coarse tremor of arms, especially left, also of tongue; gait ataxic; knee-jerks brisk; no ankle clonus; plantar reflex is flexor. Power of hand-grip rather diminished; no marked weakness of legs ; speech somewhat indistinct ; no nystagmus ; cranial nerves otherwise normal. No sensory changes; no headache or vomiting.
